Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Behavioral Health Symptom Checklist
Name:

Date-Of-Birth:

Date Completed:

Check any of the following terms that apply to the client noted above. If you are unsure, please make a note and ask your clinician.
Abandonment Issues
Adult Child of an Alcoholic
Aggressive Physical Behavior towards others
Aggressive Verbal Behavior towards others
Alcohol Use
Anger Issues
Anorexia/Bulimia
Anxiety/Tension
Binge eating
Child Problems
Cognitive Problems (understanding, concentrating, etc)
Compulsive gambling
Concentration Problems
Conduct Problems/Disruptive Behavior
Decreased Appetite
Delusions
Depression
Diet pill misuse/abuse
Difficulty concentrating
Difficulty with sleep maintenance
Difficulty with sleep onset
Diuretic misuse/abuse
Fatigue
Feelings of guilt/shame
Feelings of helplessness
Feelings of hopelessness
Feelings or worthlessness
Financial problems
Fire setting
Food concerns
Food restrictions
Grief/loss issues
Hallucinations
Health concerns
Homicidal thoughts

Hostility
Hyperactive/Impulsive behaviors
Illegal drug use
Impulsive spending
Increased Appetite
Insomnia
Irritability
Laxative misuse/abuse
Legal Problems
Mania
Spouse/ex-spouse/significant other problems
Mood swings
Obsessions/Compulsions
Over sleeping
Pain
Panic Attacks
Paranoia
Parent-child conflicts
Peer relationship conflicts
Phobias
Prescription Drug misuse/abuse
Racing thoughts
Seasonal depression (SAD)
School Problems
Self-Induced vomiting
Self-mutilation
Sexual compulsivity
Sexual problems
Sleep Disturbances
Social Isolation
Suicidal Thoughts
Tearfulness
Weight Loss/Gain (significant)
Work Problems
Other: __________________________________________
_______________________________________________

List of all Medications you are taking:
Medication
Dosage
Prescribed by
Date prescription began
What for?
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
List any counseling or therapy you or your family are receiving or have received:
Therapist
Last saw?
How long were you a client?
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
If applicable, list your current primary care physician (DO, MD, ARNP, etc):
Name
Address
Phone
Fax
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
Office Use: Release signed:

Yes

No

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Informed Consent & Therapy Contract
We feel it is important that, as our client, you are fully informed about the services you will be receiving. Your signature below indicates that
you have received, read, and understand the practice policies of this agency in helping you make an informed decision about entering into a
therapeutic relationship.
I understand that my therapist is associated with Willow Tree, LLC. I understand that my therapist currently holds a license by the
Who
are we? State of Kansas Behavioral Sciences Regulatory Board, and is bound by the code of ethics for his or her profession: AAMFT Code
of Ethics for Licensed Marriage & Family Therapist and the NASW code of Ethics for Social Workers.

What are the fees
involved?
My therapist is an
MFT/MSW? What
does that mean?

I understand that my therapist’s standard fee is $240 for intake, $165 per clinical session. If I am not able to pay this
fee for service, my therapist can discuss payment arrangements, and proof of my income will be required. I
understand that I am expected to pay at each session I attend, and if I am not able to pay at the session, I agree to
discuss this with my therapist before the session begins.
I understand MFT stands for Marriage and Family Therapist & MSW stands for Masters in Social Work. This
means that my therapist has been trained to provide therapy from a systems perspective using models &
approaches associated with the marriage and family therapy & social work professions.
I understand I may have health insurance my therapist may be unable to accept or out of network. In the event my

Health Insurance insurance is not accepted or coverage is no longer available, I agree to pay in accordance to the above applicable fees.
If my therapist is able to take my insurance, I will be responsible for paying any expense not covered unless otherwise
stated by my clinician. It is my responsible to notify my clinician about any changes in health insurance coverage.

Should I talk to
my doctor?
What is
the risk?
Does it
work?

I understand that my therapist is required to consult with my primary care physician to determine if there may be a
medical condition or medication that is contributing to a mental disorder. In order to complete such a consultation, my
therapist will request that I complete a release form. I also understand that I may waive this consultation.

I understand there can be risks and benefits associated with therapy and I have discussed those with my therapist.
I understand that I will work together with my therapist to set goals that I want to accomplish when coming to therapy. This
means I will decide what I want to accomplish by coming to therapy and it is my responsibility to help my therapist to understand
the best ways to be helpful.

What is
confidential?

I understand that, except under specific circumstances mandated by law, communications with my therapist will remain
confidential as will any records regarding the consulting process unless I sign a release form. If more than one family
member participates in a session, each family member must consent prior to the release of the file information. The client’s
family members are not entitled access to client information just because they are family.

Will you
ever break
confidentiality?

I understand that specific circumstances require my therapist to break confidentiality and report information obtained as
a result of this process. Those circumstances exist when: a) a therapist believes a client may be a danger to him or
herself or to others; b) the therapist believes that a child, elderly or disabled person may be subject to abuse or neglect;
and c) when a court order exists that information regarding the therapy process be provided.

What if I don’t
I understand that the relationship with my therapist is an important relationship. I understand that I may end my
like my therapist? relationship with this therapist at any time and agree to discuss the termination of therapy at a regular therapy session.
When am I understand that my therapist will assume that I want to reach my goals. However, I understand if there is no session activity or
I done? phone contact recorded in my file for a period of 2 weeks, my file will automatically be closed. I understand that, in most
circumstances my file can be re-opened upon completion of a new intake and payment of any balance due.
Client [or Guardian] Signature:

Date:

/

/

Client Signature:

Date :

/

/

Clinician Signature:

Date:

/

/

Willow Tree, LLC
7348 W 21st St N #107
Wichita, KS 67205

Phone: (316) 779-2560 Fax: (316) 854-2303

Cancellations, Emergencies, and Services Policies

Acknowledgement of Cancellation Policy:
Please be aware that your therapist will hold a special appointment time for you. If you no show your therapist,
or cancel your appointment with little or no notice, your therapist may choose to process with you your
readiness for therapy. Should problems with attendance occur, your therapist reserves the right to refer you to a
different clinician. If keeping regularly scheduled appointments is a challenge for you, please discuss with your
therapist strategies that Willow Tree can offer you to help you remember and keep appointments.
If your therapist finds it necessary, you may be asked to pay a no-show fee of $50 before you return for your
next appointment.
If you do not schedule an appointment with your therapist after a missed appointment, after 2 weeks of no
contact, your file may be automatically closed. Should you wish to reopen it, you will be subject to the same
procedures as any client opening a new file, including changes in session rate, or lack of availability of your therapist to take new clients if his or her caseload is full. If you have questions about this policy, please consult with
your therapist.

Acknowledgement of Emergencies Policy:
If your life or safety is in danger, please phone 911 or go to the nearest emergency room. You can also call our
emergency line telephone number located on the attached sheet. Be aware, however, that your clinician may
not be able to return your call immediately, particularly after hours. Non-Urgent concerns should be reserved for
a scheduled appointment. Signing this form indicates that you have received a copy of local emergency numbers
for your use.

Services Policy:
If at any time you are unhappy with the service you are receiving, or feel as if you are not benefiting from therapy,
or if you are uncertain about the goals of treatment, please express your concerns to your clinician. If you would
prefer, your clinician can also refer you to a different clinician. If your services can be improved in any way, please
let your clinician know. It is important you understand your clinician is willing to help you meet your treatment
goals, even if that means working with a different clinician.
I have been informed of the procedures and policies as outlined above. I have had an opportunity to discuss these
procedures and policies with my clinician and I am satisfied my questions have been answered to the best extent
possible. I accept this relationship with my clinician with full knowledge and understanding of the procedures and
policies outlined above.

Client’s [or Guardian] Signature(s)
& Date
Clinician’s Signature
& Date

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Consent to release information to Willow Tree
I understand that my clinician may contact other clinicians working with Willow Tree (listed below) or that these
clinicians may contact my clinician in order to document emergency line telephone calls or to provide clerical
support in regard to my file. I understand the type of information exchanged would typically include but is not
limited to: 1) demographic information for appointment scheduling 2) documentation in regards to emergency
calls or 3) case consultation.

I give consent for my clinician indicated above to communicate with the agency staff listed below.
Erin Rindt, LCMFT, RPT
Jeremy Hickey, LSCSW
Elizabeth Wine, LSCSW, RPT

Deborah Ast, LCMFT
Danielle Kraus, LCMFT

Carrie Couture, LSCSW, RPT
John Fleeker, LCMFT

Shelby Batt, LSCSW
Noelle Martin, LSCSW

Client authorizing release:
Client Authorizing
Release

This consent expires one year from the date noted below unless revoked by me in writing at an earlier time.
I issue this authorization with knowledge of the contents of the material or communication and understanding of the
consequences, and do so voluntarily and free from duress or undue influence.
In accordance with federal regulations (42 CFR Part 2) which prohibits any further disclosure of this information, except with
specific written consent of the person to whom it pertains, re-disclosure of this information is prohibited.
I hereby hold harmless the above-named practitioners from any liability relevant to the release of the confidential information
or privileged communication. I agree to pay the associated fee as outlined in the “Patient Financial Responsibly” for the
preparation of the information released.
Client [Or Guardian's] Signature:

________________________________________________________________ DATE: ______________

Client Signature:
Clinician’s Signature:

DATE:

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Consent to release information to Health Insurance Provider
I understand my clinician may contact my health insurance provider (listed below) or my health insurance
provider may contact my clinician in order to obtain information necessary to verify my claim for reimbursement
to me or my clinician. I understand the type of information requested would typically include but is not limited to:
1) dates of service, 2) the nature of services provided, 3)the individuals who received the service. It may also
include diagnosis and treatment plan information.
I give consent for my clinician to communicate with my Health Insurance Provider.

Health Insurance Provider:
Street:

City:

Phone:

Fax:

Group #:

ID/ACCT #

State:

Zip:

Zip:

Client authorizing release:

Name:
Street:

City:

State:

Phone:

Date of Birth:

SS#

This consent expires one year from the date noted below unless revoked by me in writing at an earlier time.
I issue this authorization with knowledge of the contents of the material or communication and understanding of the
consequences, and do so voluntarily and free from duress or undue influence.
In accordance with federal regulations (42 CFR Part 2) which prohibits any further disclosure of this information, except with
specific written consent of the person to whom it pertains, redisclosure of this information is prohibited.
I hereby hold harmless the above-named practitioner from any liability relevant to the release of the confidential information
or privileged communication. I agree to pay a reasonable fee, if any, for the preparation of the information released.
Client’s [or Guardian] Signature:
Client’s Signature:

Date :

/

/

Clinician’s Signature

Date :

/

/

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Minor Consent

This is to certify that the client noted below has the legal right by custody or guardianship to authorize the care,
treatment, and counsel of the individual minors listed below. I give consent for these individual minors to receive
individual and/or family therapy from the clinician indicated above.
Guardian authorizing minor consent:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Guardian Signature :

Date:

Guardian Signature :
Clinician Signature:

Date:

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Waiver of Medical Consultation

I understand that under the provisions of the KSA 65-6404 (b)(3) my clinician is required to consult with my
primary care physician or a psychiatrist to determine if there may be a medical condition or medication that may
be causing or contributing to any signs of a mental disorder that she or he may have observed while working with
me or my minor child(ren) listed below. In the event that I or my minor child(ren) do not have a primary care
physician, I acknowledge that my clinician has recommended that I seek medical consultation.
Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

Child:

DOB:

By signing below, I am indicating that I waive the right to such consultation and that I am aware that this wavier
will become part of my clinical record.
Client [or Guardian] Signature:
Client Signature :

DATE:

Clinician Signature:

DATE:

Willow Tree, LLC
7348 W 21st St N #107
Wichita, KS 67205

Phone: (316) 779-2560 Fax: (316) 854-2303

HIPAA Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment, and mental
health operations, and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health
information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your
past, present, or future physical or mental health or condition and related health care services.
I. Uses and Disclosures of Protected Health Information: Your protected health information may be used and disclosed by your therapist, our office
staff, and others outside of our office that are involved in your care and treatment for the purpose of providing mental health services to you, to pay your
health care bills, to support the operation of this agency’s practice, and any other used required by law. Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your mental health care and related services. This includes the coordination or management of
your mental health care with a third party. For example, we would disclose your protected health information, as necessary, to a physician to whom you
have been referred to ensure that the physician has the necessary information to diagnose or treat you. Payment: Your protected health information will
be used as needed to obtain payment for your health care services. For example, obtaining authorization for treatment may require that your relevant protected health information be disclosed to the health plan.
Healthcare Operations: We may use or disclosed, as needed, your protected health information in order to support the business activities of your therapist’s practice. These activities include but are not limited to quality assessment and employee review, etc. For example, we may call you by a name in the
waiting room when your therapist is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind
you of your appointments. We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required by Law; Public Health issues, Communicable Diseases; Health Oversight; Abuse or Neglect; Food and Drug Administration
requirements; Legal Proceedings; Law Enforcement; Coroners, Funeral Directors, and Organ Donation; Research; Criminal Activity; Military Activity
and National Security; Workers’ Compensation; Inmates. Under the law, we must also make disclosures to you, and when required by the Department of
Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500. Other Permitted and Required Uses
and Disclosures will be made only with your authorization or opportunity to object unless required by lay. You may revoke this authorization at any
time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the
authorization.
II. Your Rights
You have the right to inspect and receive a copy of your protected health information. Our practice will accept such requests in writing. Under federal law, however, you may not inspect or receive a copy of the following records: psychotherapy notes; information compiled in reasonable anticipation of,
or use in, a civil, criminal, or administrative action or proceeding; and protected health information that is subject to law that prohibits access to protected
health information.
You have the right to request a restriction on the disclosure of your protected health information. This means you may ask us not to use or disclose
any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your
protected health information not be disclosed to family members or friends who may be involved in you care or for notification purposes as described in
this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. Your therapist is
not required to agree to a restriction that you may request. If a therapist believes it is in your best interest to permit use and disclosure of your protected
health information, your health information will not be restricted. You then have the right to use another Mental Health Professional.
You have the right to request to receive confidential communications from us by an alternative means or at an alternative location. You have the right to
obtain a paper copy of this notice from us. You have the right to have your physician amend you protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a
copy of any such rebuttal. You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
We reserve the right to change the terms of this notice and will post any changes in our waiting areas. You then
have the right to object as provided in this notice.
III. Complaints: You may file any complaints with our office staff, at 316-779- 2560, or with the Secretary of Health and Human Services if you believe
your privacy rights have been violated by us. We will not retaliate against you for filing a complaint.

I have been informed of the procedures and policies as outlined above. I have had an opportunity to discuss these
procedures and policies with my clinician and I am satisfied my questions have been answered to the best extent
possible. I accept this relationship with my clinician with full knowledge and understanding of the procedures and
policies outlined above.
Client’s [or Guardian] Signature(s)
& Date
Clinician’s Signature
& Date

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Telemental Health Informed Consent
We feel it is important that, as our client, you are fully informed about the services you will be receiving. Your signature below indicates that you have received, read, and understand the practice policies of this agency in helping you make an informed decision about entering into a therapeutic relationship via
Telemental Health
I hereby consent to engage in telemental health (internet based therapy) with Willow Tree, LLC as the main venue for my psychotherapy treatment. I
understand that telemental health includes the practice of health care delivery, including diagnosis, consultation, treatment, and education using interactive
audio, video, and/or data communication. All protections and limitations of HIPAA are the same for online therapy as they are in person, as outlined in the
Privacy Policies you have received.
I also need to have a broadband Internet connection or a smart phone device with a good cellular connection at home or at the location deemed appropriate
for services. The secure, HIPAA compliant server to be used is doxy.me from a computer OR a smartphone browser.
Session Structure:
It is important to maintain a setting that is as similar to being in an office together as possible. Maintaining the structure of the setting is critical. In order to
have effective online therapy sessions, the following guidelines must be followed:
1.) Your device must be placed on a steady surface throughout sessions, and not held in your hand if it can be avoided. If it must be in your hand,
please hold it as steady as possible. You should also be in a set location and not moving about.
2.) Make sure that you are in a private location where your sessions cannot be overheard by others. Make sure to adjust the volume on your device to
ensure your privacy. You are required to inform me if there is anyone in the room with you, or who you believe may overhear the session. The use
of headphones are recommended.
3.) Try to have proper lighting so that I can best communicate with you.
4.) You must be appropriately attired each session.
5.) Minimize background noise. Turn off televisions, music or other sounds. Please close the door to the room you are in.
6.) Minimize distractions. You should not be playing games on a device, be on social media, or working on other things while in therapy. Make sure
that pets, children, household members and roommates will not be distractions from treatment.
7.) You may not invite others into session time without discussing this with me first.
8.) If the connection is broken for any reason, I will call you to remedy the situation. If transmission should fail, clinician will resume session via phone
at (316) 779-2560 until internet based therapy has returned.
Client Rights:
I understand that I have the following rights with respect to telemental health:
1.) I have the right to withdraw consent at any time without affecting my right to future care or treatment.
2.) The laws that protect the confidentiality of my medical information also apply to telemental health. As such, I understand that the information disclosed by me during the course of my therapy is generally confidential. However, there are both mandatory and permissive exceptions to confidentiality including, but not limited to: reporting child, elder, and dependent adult abuse; expressed threats of violence towards an ascertainable victim;
and where I make my mental or emotional state an issue in a legal proceeding. (See also Privacy Policies)
3.) I understand that there are risks and consequences from telemental health. These may include, but are not limited to, the possibility, despite
reasonable efforts on the part of my psychotherapist, that: the transmission of services could be disrupted or distorted by technical failures;
misunderstandings can more easily occur, especially when care is delivered in an asynchronous manner; and/or possible confidentiality breaches if
someone should walk into the client’s room while in a psychotherapy session.
4.) In addition, I understand that telemental health based services and care may not yield the same results nor be as complete as face-to-face service.
I also understand that if my psychotherapist believes I would be better served by another form of psychotherapeutic service (e.g. face-to-face
service), I will be referred to a psychotherapist in my area who can provide such service.
5.) I understand that I may benefit from telemental health, but results cannot be guaranteed or assured. The benefits of telemental health may include,
but are not limited to: finding a greater ability to express thoughts and emotions; transportation and travel difficulties are avoided; time constraints
are minimized; and there may be a greater opportunity to prepare in advance for therapy sessions.
In emergencies, call 911 or go to your local emergency room. Your Willow Tree therapist can be contacted at (316) 779-2560 during business hours. Willow
Tree, LLC is physically located at 7348 W 21st St N STE 107 Wichita, KS 67205-1765.

Client [or Guardian] Signature:

Date:

/

/

Client Signature:

Date :

/

/

Clinician Signature:

Date:

/

/

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

Authorization & Request of Confidential and Privileged Information
In accordance with my legal right to confidentiality and privileged communication relevant to the services that I
have received, I authorize and request the disclosure of confidential information from Willow Tree, LLC to the
following individual or agency. Additionally, I authorize and request release of confidential information from the
following individual or agency to Willow Tree, LLC
You may fax information back to: (316) 854-2303 (please call (316) 779-2560 if problems or questions).
Agency or Individual Name:
Street:

City:

Phone:

Fax:

State:

Zip:

State:

Zip:

Client *or Guardian+ authorizing release:
Name:
Street:

City:

Phone:

Date of Birth:

By signing below, the client is releasing and authorizing:
a summary report of services received by both the indicated clinician as well as the agency or individual noted above.
consultation and/or verbal communication between the above names parties.
any and all records pertaining to services received by both the indicated clinician as well as the agency or individual noted
above.
It is my understanding this information will be used for consultation and treatment purposes.
This consent expires one year from the date noted below unless revoked by me in writing at an earlier time.
I issue this authorization with knowledge of the contents of the material or communication and understanding of the
consequences, and do so voluntarily and free from duress or undue influence.
In accordance with federal regulations (42 CFR Part 2) which prohibits any further disclosure of this information, except with
specific written consent of the person to whom it pertains, re-disclosure of this information is prohibited.
I hereby hold harmless the above-named practitioner from any liability relevant to the release of the confidential information
or privileged communication. I agree to pay a reasonable fee, if any, for the preparation of the information released.

Printed Name of Client:
Client *or Guardian+ Signature:

Date (expires in one year):

Clinician Signature:

Date:

/

/

Willow Tree, LLC

7348 W 21st St N #107
Wichita, KS 67205
Phone: (316) 779-2560 Fax: (316) 854-2303

EMERGENCY NUMBERS

WILLOW TREE NON– EMERGENT / AFTER HOURS
NUMBERS:

Shelby Batt, LSCSW: (316) 779-2561
Deborah Ast, LCMFT: (316) 779-2562
Erin Rindt, LCMFT, RPT: (316) 779-2563
Carrie Couture, LSCSW, RPT: (316) 779-2564
Jeremy Hickey, LSCSW: (316) 247-2665
Danielle Kraus, LCMFT: (316) 285-1034
John Fleeker, LCMFT: (316) 789-6188
Noelle Martin, LSCSW: (316) 789-6211
Elizabeth Wine, LSCSW, RPT: (316) 512-9730

Suicide Prevention Services (24 Hour Service)

316-660-7500

Police, Fire, Ambulance

911

Crisis Services:
Wichita Area Sexual Assault Center &
24 Hour Crisis Hotline

316-263-3002

Exploited & Missing Children’s Unit

316-337-6601

Poison Control Center

800-332-6633

Street Outreach (24 Hour Service)

316- 262-4663

Domestic Violence Shelters (Women only):
Harbor House, Catholic Charities

316-263-6000

YWCA Women’s Crisis Center and Safehouse &
24 Hour Crisis Hotline

316-267-7233

Psychiatric Assistance or Screening:
Involving Violence

911

COMCARE Mobile Unit

316-660-7500

Assistance:
Catholic Charities Emergency Hotline

316-262-8898

Catholic Charities – Hispanic Social Services

316-262-8898

Salvation Army

316-263-2769

